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CHA PTER I 
I NTRODUCTION 
on the effe cts of chemotherapy range from extreme l y conserva-
ti ve to extreme ly optimistic estima.t es of helpfulness. Some 
opt i mi sts even go so far a s to predict a compl ete revolution 
in the treatment of mental illness. 
The Northampt on Ve t erans Administration Hospital inau- 1 
gurat ed the u se of chemotherapy in February of 1955. Its ef-
feet on the total hospital popula t i on and on the course of men 
tal il l ness in individua l patients is still being deba ted . 
Furthe r Nore , the eff ect that the use of chemotherapy has had on 
the funct i ons performed by Social Service is stil l largely un- ~ 
e x plored . The a im of this thesis is to fo cus on t he poss ible I 
I II 
changing patterns of patient-hospita lizati ons and Social Ser-
vi ce functioning since the a dvent of chemoth erapy . 
Puruose of Study 
The purpose of the study is to describe t wo group s of 
p a tients and the nature of Social Service administered to thesed 
I 
tvw groups. One gr oup v·ras dr avm from those patients admitt ed 
l 
be f ore the a dve nt •of chemothe rapy, a nd t h e ot h e r gr ou p wa s 
drawn fro m t h ose oatients admitted aft e r t h e a dve nt of ch em-h • 
I otr1e r apy. The \vrite r e xamined case records t o a scerta i n what II 
II differen ces there vvere, i f a ny, in the cha r a cteri stics of pa -
ti ent s in e a ch group a nd to observe wh e t her t here were cha n ge s 
I 
1', in the na ture of s e rvices rende r e d by Socia l Service to each 
g roup . 
The write~ describe d the perso~al chara cteristics and 
the cu rrent socia l situations of the pa tie nts in t h e t wo 
'I group s, a n d the prob l ems fa c e d by the pati ents of e a ch group 
1' d uri ng 
I 
t he p eriod , of t h e study. These descri~tions are pre-
sent e d on a compar a tive bas i s t hat point up diffe ren ce s VJhich 
ministere d . Fina lly the writ e r describes a nd summari zes all 
of the Social Se ryice a c t ivity rela t e d to t h e t wo grou p s and 
a ga in focuses on cha nge s "~Hhich a yn e a r. 
Scope and Method 
All new a dmissions a nd readmissions to the Northa mpton 
1
1 Vet e rans Administrat ion Hos pit a l f o r neuropsychiatric purp ose s 
are referred to Socia l Service for anamnesis or inte rim histor} 
I and ori e nt2tion inte rview. 
I 
II 
All pa tients a dmitted to the hos-
pit a l during the inte rva l cited below were seen b y Socia l Ser-
vice, and all pertinent activity by the d e part ment wa s set 
'
1 down in its records. 
The \vriter l ooke d at all new admis s i ons and rea dmis-
2 
sions to t he h ospita l fo r a three-month inte rva l of time be-
fore t he advent of chemot herapy (January 1- March 30, 1954) , 
and for a t h ree- month i n t e rva l of time after the advent of 
chemotherapy (January 1- March 30 , 1956). The two sample 
p eriod s ch osen v.Jere e qual ly distant (one year) from the month 
(Februa ry , 1955 ) in wh ich chemotherapy was introduced into use 
at the Northampton Ve t e rans Administra tion Hospital. "'a ch 
g roup wa s followed f or one ye a r from the date of admis s ion and 
the fina l che ck was made afte r March 30, 1957. Furthermore , 
· the write r has t aken ca re to verify the fact t hat the Soci a l 
Servj_ce de partment has had the same complement of worke rs since 
1953. 
In making specific comparisons using the 1956 group , 
ther e has been no effort to sele ct only those patients wh o r e -
cei ved chemotherapy . The study is not intere sted in the s pe -
ci f ic effect of t he drug s on individual patients, but rather 
is interested in the g eneral impa ct of the druGS on the hos-
p ital routine a nd on Socia l Service speci f ica lly. 
Any new therap y causes s e conda r y eff ects in the rou-
tine of a hospital and its s e rvices. As the ne eds of patients 
are met i n new ways , i.e. chemotherapy , the routine is reori-
entated in line with the new methods . It is this secondary 
effe ct ~1ich is the conside r a tion of this study since it is 
most pertinent to Socia l Service . 
3 
Limita tions 
There were forty- eight new admissions and readmi s -
sions in t he 1954 ti>Je interval . Of these case s, the r e were 
eight c a se r e cord s unavailab le because the r e co rds h ad b een 
transferred with the patients to othe r i n stalla tions . Th e 
loss of case records wa s ap;1r ox i ma tely 16 pe r c e nt of t he tr..J -
t a l. In the 1956 tL1e int e rva l, sixty- four new admi ssions an d 
r eadmi ss i ons o ccurred . Of t h ese, f i fty-six case re co rds were 
availa b le . The other e i gh t case r e cord s had been lost i n the 
same ma nn e r a s those ment ioned a b ove . This loss \•las a pprox-
i mately ll pe r cent of t he tot a l. 
Anothe r limita t i on of the study ha s be en the r e sult of 
a c han _"e i n l aws affe cting the c ommi tment po licy of t he has -
pi t a l. This l e gal chan ·~e vras a l most concurrent with t h e a d -
vent o f chemotherapy . Th e cha n ge in st a tutes affected t h e 
freed om wi th v.,rh i ch patients c ould enter and lea ve t he h osp i tal. 
It i s fe lt that s ome of the d iffe r en ce s found in t he chn racter-
istics of the hosp i ta l contact a r e , there fore , not due sol e ly 
to the impa ct of chemot he r apy , but at l east partly , to the n ew 
a dmi ssions- a nd-re l ease l aw . 
Ot h er Considera tions 
Chemotherapy 's most dramati c e ffect has been its ef -
fe ct on many long- term chronic pa tient s vrho have bee n rede emed 
and d i s charge d_. Soc ial Service i-vas very active i n helping 
with these patients at the tin e o f d i scha r ge , but as time 
4 
pa s s e d , t he backlog of chronic pati ents wh o could be helped 
by ch emothe r apy , wa s t h inned clo1rm so tha t there v.,rere fewer and 
fe wG r pa t ients re f erred f rom thi s s our ce . If a l l re fe rrals to 
Soc i a l Service, includi no those of l ons - term pa t ients were 
taken i nto considera tion , a distorted view of the ef f ect of 
ch emotherapy would r e sult. Theref ore , in or de r to asses s a 
l onge r - r ange ef f e ct of the new t herapy , the \rvrit e r f e lt tha t 
only t h e new- ado is s ion r ef errals to Socia l Ser vice s hould b e 
s t ud i e d . 
As a fina l consideration the writ e r recognizes tha t 
t here is a h vays a gr oup of pati ents who make a border-line ad-
justment to t he communi t y . These indi vi rl.ua l s a re continuou s l y , 
of gre a t concern to Soc ia l Service, because communit y adjust -
ment is t he prime co nce r n of Socia l Se r vice. ltlhether or not 
cheLwth era y ha s e nl a r ged or de crea sed t he size of thi s g r oup 
i s not ye t clea r . Neverthele s s , t here is a p os s i bi l ity t ha t 
sin c e chemothe r apy is r e adily avai l a bl e (patie nts are able to 
take t he tranquilizing pills themselves on prescript i on) , in-
d i vidua ls may be able to mainta i n ma r gina l comouni t y a d just-
ment wi thout va cil l a t ion f or a longe r pe riod t han wa s p r evi -
au sly p a s s i bl e . 
I 
II 
I 
5 
CHAPTER II 
DESCRIPTION OF AGENCY 
The Northampton Veterans Administration Hospital, one 
of thirty-five neuropsychiatric hospitals operated by the Vet-
erans Administration, was opened thirty-three years a go, in 
May, 1924. The hospital is situated in the western part of 
:rviassachusetts and serves veterans from the New England states 
and from parts of New York state. In addition, the hospital 
also admits patients who are transfers from other Veterans Ad- I 
ministration hospita ls, when such transfers are requested by 
the patients' fami lies. 
The present bed capacity of the hospital is 1105. Al-
I 
I 
though the bulk of these beds are used for patients with neuro-
psychiatric needs, 177 beds are reserve d in the General Medi-
cal and Surgical Service for patients who have organic diff i-
culties as well as neuropsychiatric needs. The hospital ordi-
narily has a waiting list of considerable proportions, so that 
I 
it usua lly operates at full capacity. I 
Serving as the director of the hospital is the Manager ; 
'V'rho is a Doctor of Iviedicine and Psychiatry. Two men are di-
rectly responsible to the Manager and assist him in the opera-
1 
tion of the hospital: I the Director of Professional Services and the Assistant lf~nager. The former, a Doctor of Medicine 
and Psychiatry, is responsible for the care and treatme nt of 
6 
the patients, while the latt er is r e spon sible for the admin-
istrative functioning of the institution. Grouped together 
under t he supervision of the Director of Profess ional Services 
ar e the Me dica l and Psychiatric Service, the Nursing Service, 
the Physical and Medical Rehabilitation Service, the Clinical 
Psychology Service, and the Social Service. The administra-
tive departments of the hospital under the direction of the 
Assi s t ant ~hnager include the f ollowing : Personnel, Finance, 
Engineering , Supply, Spec i al Services, Records, Communi cations, 
and Contact Service. 
The Medica l and Psychiatr ic Service is the core of the 
treatment effort, and all other profes s ional services a re an-
cillary to it. This service is provided accordi ng to the 
needs of the patient, whethe r the se needs are deemed to be on 
an acute level, a continued level, or a medical level. Pa-
tients are admitted to the hospi t a l through the Acute Service ' 
where there is initia l observation, diagnosis, and i mmedi a te I 
I 
trea t ment. If a patient responds quickly to treatment, he is 
usua lly dischar ged from the hospita l rolls directly from this 
service. If the pa t i en t responds slowly to tre at ment, he is 
then transferred to Continued Service where treat ment is car-
ried on until the pa tient is ready for discharge. If organic 
problems arise or are present with the mental illness, the 
patient is transferred to the General JVl:edical and Surgical 
Service for medica l attention. 
7 
II 
The Nursing Service, staff ed by registered nurses 
and psychiatric aides, is concerned with the treatment and 
care of the patients in partnership with the Ivledical and 
Psychiatric Staff . Its main function is to carry out treat-
ment plans perscribed by the doctors and to maintain surveil-
lance over the patient during his hospital stay. 
The Physica l Medicine and Rehabilitation Service 
includes such therapies as Physical Therapy, Occupationa l 
Therapy and Educational Therapy. A Vocati onal Counseling 
Service is also an integral part of this department. Co-
ordinating the work of staff members from each of the special 
I 
II 
I 
I 
I therapies is a physician of the profess ional staff . To help 
1
, 
the patient reali ze new confidence in himself and in his abilJ 
ities through the learning of new skills, and to assist the I 
patient by means of vocationa l guidance are the primary goals 1 
of the Physical Medicine and Rehabilit ation Service. 
In the Clinical Psychology Service the focus is on 
three ma in functions: diagnosis, treatment, and rehabilita-
tion. A general psychologica l analysis of the personality of I 
I 
the patient is ma de as soon as practicable after the admission j 
of the patient. To further assist with the prognosis, a 
specif ic analysis of the patient's level of functioning is 
also made. In terms of treatment, the Clinica l Psychology 
Service of fers individual psychotherapy or group psychother-
a py. The type of therapy for the individual patient is de-
cided u pon at staff meetings at t ended by representat i ve s of 
e a ch of the profes s iona l services. There is co-opera tive 
effort between the Clinica l Psychology Service and the Phys-
ical Medicine and Rehabilitation Servi ce in the administra -
lj 
I 
tion of vocational a ptitude tests, with the t e st results s erv-
ing a s guides for rehabilita tion planning. 
At the Northampton Veterans Administration Hospital 
the Social Service has the responsibility for providing ser-
vice to each pa tient in several different areas. At the·. time 
of the patient's admis s ion t o the hospital, it is the func-
tion of the caseworker to orient the patient to the hospita l 
and its procedures. The worker inquires ab out any social 
problems, especially problems which may ha ve arisen because 
of the hospitali zation, to which the patient wishes attention 
given. Secondly, it is the responsibility of the caseworke r 
to take an anamnesis of the patient from the patient's rela-
t i ves in order to aid the doctor in his diagnosis. During 
the interviews with the relatives, the casewor ker helps to 
relieve them of the anxieties and guilt feelings which they 
ma y have concerning the patient's hospitalization. The wor-
k e r also has a cha nce to as ses s the attitudes of the rela-
tives toward the patient. The info rmation obtained in the 
orientation interview and in the anamnesis forms the ba$is 
for future planning v'ri th the patient. 
I 
I 
II 
9 
The worker orients the relatives and patient to 
hospitalization and trea t :;:ent process and evaluates 
environmental circumstances in order to provide immed-
iate assistance where needed. This is also the ini-
tial step in obta ining information for future use of 
the Medical Staff in diagnostic and treatment planning. 
Due to the needs of both the patient and his relatives, 
orientation interviews should be scheduled as quickly 
as possible after admi s sion of the patient to the hos-
pital.l 
After the initial admission process is completed, the ~ 
worker sees the patient on a continued basis in rela tion to 
the patient's continued stay in the hospital. Furthermore , 
the caseworker may develop a supportive relationship with a 
rela tive to tide him or her over the period of the patient's 
absence, and to assist the relative with an understanding of 
the patient's illness and of the therapy planned. Wben the 
Medical Staff feels that the patient is r eady for discha rge, 
the worker begins to plan with the patient, and with a rela-
tive if the case requires it, for the patient's release on 
Trial Visit or discharge from the hospital. 
It is important in treatment that the patient is 
helped to adjust to the hospital environment, helped 
to accept a medical recommendation regarding treatment, 
and to know that he and his family members are to be 
given assistance with all of their problems, thereby I 
removing all environmental stres s es which might impede I· 
his recovery. The mutual goal, eventual return of the 
patient to the community, is less threatening to both 
the patient and relative if they know someone is avail-
able to them for assistance in order to make the tran-
sition easier. In order to do this, the worker must 
l Nelson C. Woodfork and Francis Hayes, "Social Work 
Techniques Utilized in Treatment of Psychotics,'' Amherst, 
Mass. 1957 (mimeographed), p. 12. 
10 
understand the patient and his environment and the prob-
lems that have come in his environment.2 
The final responsibility of the caseworke r surrounds 
the patient's release from the hospital. The Medical Staff 
may request trial visit supervision, post-discharge supervi-
sion, or a family care placement of Social Service. In case 
of Trial Visit and Family Care Placement, monthly reports on 
the patient's adjustment are made by the caseworker to t he 
Staff. It is on the basis of these asses sments that the pa-
tient is finally discharged from the hospital rolls. 
It is during this period that the worker us ed the 
relationship established with the patient and his rela-
tives during the course of hospitalization to effect-
ively help the patient make an adjustment. He demon-
strates his interest and desire to help t he patient by 
visiting the patient regularly and frequently. Many 
tangible services are extended to patient in this phase 
of hospitaliza tion. There are material demonstra tions 
of interest in helping the patient to adjust. Though 
these may appear to be a · minor service to the patient's 
they relieve a great deal of anxiety and denote the wor-
ker's interest--------Inherent in trial visit supervi-
sion of pa tients by social worker is the responsibility 
delega ted to The Social Service by the Medical Staff of 
assi sting and protecting the patient's family and com-
munity from any harm Qr conflict resulting from the re-
lease of the patient.) 
To carry out the many duties of the Social Service 
Progr am at the Northampton hospital there are a Chief Social 
Worker, a Case Supervisor, and four Psychiatric Social Wor-
kers. Two worke rs are assigned to the acute service; one 
2Ibid, p. 27. 
3Ibid, p. 44~ 
11 
~ 
I 
II 
II 
worker is assigned to the continued service; and one work er 
plans and carries on the Family Care program. 
The interrelationship between Social Service a nd all 
other hos pital de partments is evident beginning vdth the ad-
miss ion and processing of a pa tient through the hospita l pro-
cesses which are more or les s standa rdized. All patients ad- , 
mitted to the hospital are first seen by the admitting physi-
cian. The admit ting physician is a medical doctor performing 
the duties of "Officer of the Day" on the day the pa tient ar-
rives. This doctor gives the patient a physical, neurolog-
ical, a nd psychiatri c examination, and assigns the patient to 
a itiard according to his findi ngs. The Y.Iard assignment is 
based on a considera tion of the patient's condition. The pa-
tient may be dangerous to himself or to others; in which case, ' 
the patient is entered into a ward which provi des a maximum 
of security. If on the other hand, the patient is not ex-
ces s ively disturbed and does not exhibit dangerous symptoms 
he is entered in a wa rd which provides more freedom. The ad-
mitting physician makes a tentative diagnosis at this time. 
Within the next fe\.,r days, the Director of Professiona l Ser-
vices interviews the patient and makes recommendations to t he 
staff for further study and treat ment. He also makes a ten-
t a tive diagnosis. 
Invariably the Director of Prof es s i ona l Services re-
fers the case to the Social Service, and a ca se history is 
12 
II 
secured from available and interest ed relatives. If the 
rela tives live so f ar away as to be unabl e to come to t he 
h ospita l, the duty of interviewing them is referred to a 
re giona l office of the Veter ans Administra ti on. A worker 
from tha t office col l ects the necessary information and mails ' 
in a report. 
The pa tient, in his orientation interview with the 
worker, is able to present any problems which he may have to 
Social Service. After a ll the data a re in, a nd a complete 
psychia tric study of the case is made by the entire profes-
siona l staff, there is a diagnostic staff me eting where the 
reports a re studied and a diagnosis made. On the basis of 
these reports a nd the recommendation of the dia gnostic sta f f , 
the caseworker decides either to close the case or to remain 
active with the patient. Cases are kept open if it is fe lt 
that recovery wil l be rapid, mak ing discharge pl anning immi-
nent, or i f some familial r esponsibility tends to distract 
the patient in his adjustment to the treat ment procedure. 
II 
If the patient adjus t s well and responds quickly to treat-
ment, he i s never removed from the Acute Service but is trans-
ferred to a dischar ge ward maintained ·by Acute Service. 'When 
the ward physician f eels that the pa tient is ready f or dis-
cha r ge, he brin6S the ca s e before the profes s ional staff for 
a considera tion of the discha r ge plans. All professiona l 
services which have ha d cont a ct with the patient are given 
13 
the opportunity to comment. The fina l decision rests with 
the Director of Professiona l Services and with the Medical 
Staff. 
If a patient fails to respond rapidly to trea t ment, 
he is transferred to a ward in the Continued Service with 
recommendations for l onger trea t ment. vlhen recovery allows, 
the pa tient is considered at "Staff," and plans to discharge 
the patient from the Continued Service are ma de. 
The patients who entered the hospital voluntarily 
are discharged from the hospital itself without benefit of 
Trial Visit. The Medical Staff usually records its opinion 
in respect to the treatment status of the patient upon dis-
charge. If a patient discharges himself against the wishes 
of the Medical Staff, his record notes that his discharge is 
"A.M.A." (Against Medical Advice). If the physicians feel 
that a patie nt ha's benefited fully from his hos pital stay and r 
tha t there is no further treatment neces sary , then the record 
I 
note s that the pa tient has received "Maximum Hospital Benefit" 
u pon his discharge. Occasionally a patient whose condition 
1
1 
I 
has shmm some improvement discharges himself at a time when 1 
the physicians feel that he could benefit from further hos-
pitalization. If the Staff does not feel that it is manda-
tory for such a pa tient to remain in the hospital, it ma kes 
the not ation on the case record, "Condition Improve d .n 
All discharge plans may involve supervision by Social 
14 
Service, in which case, the patient is re-ref erred to the 
Social Service if he is not already an active case wi th 
it. 
I 
~ 
I 
I 
I 
I 
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CHAPTER III 
A RETIEW OF LITERATURE ON CHEMOTHERAPY 
Chemotherapy is a relatively new and radically dif-
ferent therapy fdr trea t ment of mental illness. In the e arly 1 
1950's certain drugs were discovered to be ef f ective in arne-
liorating the disabling symptoms of mental ill ness. Tenta-
tive trials on individuals met with such success that larger 
groups of patients, confined in mental institutions, vvere 
administered the drugs on an experimenta l basis. Dramatic 
reports of the effectiveness of chemotherapy found their way 
into publication by 1954. Published results of the research 
revealed that l a r ge numbers of "Back Wardn patient s had shovm 
much improvement. Some patients responded so well to the new I 
therapy that they were able to re-enter society and begin a 
new life. 
The impact of chemotherapy on the existing problems 
in the treatment of the mentally ill has caused much specula-
tion among the researchers and practitioners in regard to the 
eff ects and meaning of chemotherapy. A review of the liter-
ature on the effects of chemotherapy focuses on three main 
areas: the eff ect upon the patient himself, on the hospital, , 
and on the roles of the hospital personnel with special em-
phasis on the role of the Social Worker. 
Practitioners and researchers have been most inter-
16 
ested in the effects of chemotherapy on the dynamics of the 
personality. It is generally agreed that tranquilize rs quiet 
patients; i.e. their need for the bizarre violent psychotic 
reaction to internal stresses seems ·to dimi nish. In some way 
the tranquilizers reduce the anxiety felt by the patients, 
free energy which is used for defense against the anxiety 
for more positive ego function, and allow the patients to 
lead a more normal life. 
While practitioners have studied the effects on pa-
tients, hospit a l administrators have been attempting to ascer-
tain exactly what have been the effects of t he use of chemo-
therapy upon the hospital and its routine. In the meantime, 
Directors of Professional Services have concerned themselves 
with the changing pattern of services required by those pa-
tients who have received the tranquilizing drugs. 
Discussing various aspects of chemotherapy, Dr. Roy 
Grinker of T>lichael Reese Hospital, in 19 55, summarized his 
findings: 
They are the best pharmacologic agent to come 
along since the barbiturates ••• They soothe without 
making the patient sleepy ••• They convert quarrelsome, 
even violent patients, into quiet and co-operative ones 
thus making them more submissive to treatment ••• bring 
some withdrawn schizophrenics, the most difficult to 
treat, out of their shells ••• reduce the number of elec-
tric shock treatments required.! 
1science Digest, (July, 1955), pp. 30-31. 
17 
A more specific view of the practitioners findings 
is apparent in the statements of Dr. Fritz A. Freyhan, Di-
rector of the Delaware State Hospital, a principal speaker 
at the Symposium on Chlorpromazine and Mental Health. He 
indicated in his address on "The I mmediate and Long Range Ef-
f e cts of Chlorpromazine on the Mental Hospitals," that he 
felt basic changes in patients were eff ected. 
The main theme of psychiatric interest in chlor-
promazine is the fact that it produces physiological 
and psychological changes while leaving consciousness 
and ego functions intact. Its action on subcortical 
functional centers decrea ses conative intensity and 
kinetic energy and facilitates a harmoniza tion of dis-
turbed personalities. Continuity of mental experience 
remains intact while impulsivity, drive, and intensity 
of affect diminish.~ 
The patient has reli ef from his symptoms which 
have been distracting him. He is able to use himself 
in a more pos i tive way. The energy which formerly had 
been channeled to destructive purposes is freed for more 
positive functioni ng : reality testing, creativity, im-
pulse control, and attention.) 
Hovvever, there were other physicians who did not feel 
that these remarkable changes were a reality . Dr. Benjamin 
Kovits, Clinical Director of Columbus State Hospital, was 
quoted as saying in an article by John Bartlow :Martin: 
The new drugs are not a cure all. They don't cure 
psychosis, I'm not convinced they cure symptoms. Pa-
tients on drugs don't lose their psychotic symptoms, 
2Lea and Febiger, editors, Chlorpromazine and Mental 
Health, p. 72. 
3Ibid, p. 83. 
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they just learn to live with them.4 
In a relatively "middle position" betvreen the opti- ,I 
I 
mistic and pessimistic speculations on the effects of the new 
drugs was the 1956 statement of Dr. Lionel M. Ives, Director 1 
of Professional Services at the Northampton Veterans Admin-
istration Hospital (the setting of the writer's study). 
' Although the new drugs are not a cure for disturbed ! 
mental patients, they do calm disturbed patients. Thus t 
the patients may be permitted more freedom within the 
hospital, and they can participate daily in the more ac-
cepted forms of therapy that prepare them for quicker 
discharge. 5 
Thus, there appears to be general agreement among 
doctors that, although when chemotherapy is used, the patient 
is not to be declared psychologically recovered, he becomes 
certainly a more manageable and co-opera tive person with whom 
to deal. 
Probably the most dramatic change resultant upon the 
use of chemotherapy is that in hospitals themselves. One ad-
ministrator stated that the reduction in destruction to bed-
ding more than paid for the cost of the medication. ~Vhole 
wards have become more tractable, while the number of man 
hours needed for attendant duty has been greatly reduced . 
Dr. Anthony A. Sainz presently on the staff of the Veterans 
Administration Hospital in Iowa City, Iowa, estimated a de-
4John Bartlovr Martin, "Why Am I Here, Doctor?," 
The Saturday Evening Post, 299:18, p. 148 , Nov. 3, 1956. 
5science News Letter, (June 23, 1956), p. 396. 
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crease of as much as 50 per cent in the number of man-hours 
needed to care for mental patients.6 
Life Magazine highlighted the changing hospital pic-
ture in October, 1956 by reporting that: 
In two years, tranquilizing drugs have · brought a II 
flood of brightness and freedom to New York's mental 1 
hospitals, where once the wards for the most disturbed 
were almost bare and echoed the shouts of the tormented.? 11 
Doctors and administrators alike were quick to sta te 
that chemotherapy was the first treatment for menta.l illness 
which could be used on a mass scale. E~sily administered and 1 
controlled, it was a "medicine" which put the meaning of 
"medical" back into the mental hospital setting. Discharge 
rates increased measurably; the use of older treatment meth-
ods decreased; in many hospitals the less effective older 
therapies were discontinued. In the formal discussion of 
"The Immediate and Long Range Effects of Chlorpromazine on 
the Mental Hospital," the afore-mentioned Dr. Anthony Sainz 
stated: 
The change in the administration and mental cli-
mate brought about is extraordinary. This has happened 
partly because the drugs permit a higher turnover of 
patients; and partly because it humanizes and makes the 
atmosphere more medical. (---) We feel that the improve-
ment achieved with this medication in the atmosphere of 
the mental hospital, in the mental at t itude Qf the pa-
tients, and the mental attitude of the therapists, is 
6science News Letter, (Feb. 12, 1955), p. 102. 
7"New Avenues Into Sick Minds," Life, 41:119, 
October 15, 1956. 
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something profoundly worthwhile.B 
The new hospital atmosphere has had a profound in-
fluence on the personnel of the hospital, doctors, nur.ses, 
and attendants, who have been preoccupied in the past with 
the massive problem of custodial care for severely disturbed 
patients. They now have opportunity to develop more posi-
tive attitudes toward the patient and his changes for dis-
charge. The patients are tractable, want and seek construc-
1 
ti ve activity and further aid. In addition to these advances, I 
individual psychotherapy and group psychotherapy programs 
have been developed more extensive ly than was f ormerly pos-
sible. The matter of personal relationships between person-
nel and patients, one of the special fields of social ser-
vice, has become the focus of treatment as opposed to a focus 
on restraint, protection, and security measures, too common 
a phenomenon in the pa st. 
The hospital demands more of its attendants in 
that they have to deal with pa tients who are less dis-
tracted, more aware of their _environment, and begin to 
form personal relationships.9 
The nursing staff, frerofrom many disciplinary 
functions, can cultivate therapeutic attitudes towards 
many previou sly inacces s ible patients. The socializa-
tion of these patients continues to be an amazing pro-
cess.lO 
BLea and Febiger, editors, Chlorpromazine and Mental 
Health, pp. 86-87. 
9Lea and Febiger, editors, op. cit., p . 86. 
lO"New Avenues Into Sick Minds," Life, 41:120, Octo-
ber 15, 1956. 
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Along with all other hospital personnel, those staff 
members in the Social Servi ce departments are being ca lled 
upon to extend themselves to help in all phases of treatment 
and post-hospitalization services for these less disturbed 
patients. Dr. Herman C. B. Denber in an a ddress at the Sym-
posium on Chlorpromazine and Ment a l Health describes the new 
role of the caseworker in these terms: 
The psychiatric Social vJ'orkers in this scheme of 
thi ngs will extend the i r horizons and become the visit-
ing nurses of psychiatry. They will see the patient 
duri ng the period \vhen the physician is not in attend-
ance. The case1.;ork will .be done directly at the bed-
side. The Social Worker will now function as an aux-
iliary psychotherapist in the way he or she functions 
in the hospital or out patient clinic. By frequent 
visits after recovery, and perhaps periodic contact 
in the intervening years, the worker becomes another 11 ally in the rapid diagnosis of incipient brain illness. 
Dr. Jay Hoff man, First Assistant Physician, St. Eliz-
abeth's Hospital, Washington, D.C., in the formal discussion 
on the "Long Range Effects of Chlorpromazine and the Mental 
Hospitals, 11 described the chemotherapy-treated patient need 
of the Social Worker in these terms: 
We at our hospital have been i mpressed by the need 
of such patients f or continued supportive therapy within 
the hospital, for counsel and orientation of relatives, 
pre para tory to the relea se of the patients from the hos- 11 
pital. We also feel the need for continuing counsel 
and support, usually by Socia+ Service, of the patient 
and relative a fter trial release from the hospital.l2 
11Lea a nd Febiger, editors, op. cii., p. 148 . 
12Ibid, p. 88 . 
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Harriet ~ac Laurin, Director of Education, Social 
Service Department, Cleveland State Hospital, in the article, 
"The Social Implications of Chemotherapy," discusses in more 
detail and specific terms the problem of post-hospitalization 
guidance of patients on medication. She summarizes her ob-
servations as follows: 
I 
If it is found that there is a correlation between 1 
motivation and the ability to resist the slowing-down ef-
fect induced by the drugs, then one of the chief prob-
lems for those who work in mental hospitals may very well 
be an old problem in a somewhat new guise: How can we 
help the patient mobilize himself sufficiently so that 
he can withstand the eff ect of the drug and function on 
a more adequate level.l3 
I These observations should seem to imply that no really 
basic change in the role or techniques of the social worker 
has taken place. It may be that the social worker has always 
seen his or her role as outlined in the above quotations of 
the physicians. The physicians, in ca sting about for help 
l'lith a disproportionate number of patients, have realized the 
full potential which Social Service offers. 
Thus from the literature available it is pos sible to 
conclude that the total picture of chemotherapy and its in-
fluence on mental illness is encouraging. For the patient 
there is improve d functioning and evidence of better social 
· adjustment. While alone the drugs merely modify symptoms, 
"vlhen in conjunction with psychotherapy they open up wide 
13Harriet !Vac Laurin, "Social Implications of Chemo-
therapy," rv1ental Hosoitals, 7:19, (November, 1956), p. 2. 
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vistas of therapeutic promise.nl4 The drugs have signifi-
cantly reduced the need for electric shock treatment and 
lobotomy, and at the very least have made even the most dis-
turbed patients better adjusted to life in a mental hospi-
tal.15 
The improvement in the atmosphere of the mental hos-
pital is very hopeful both for the patients and for the hos-
pital personnel. Along with other therapists, social workers 
have been called upon to expand their services to meet the 
greater demand for help during hospitalization and for post-
hospitalization supervision of the incre ased numbers of pa-
tients v1ho were able to function at a higher level after 
I. chemotherapy. 
I 
II 
II 
The future developments in the use of chemotherapy 
for the treatment of mental .illness are still uncle ar. Much ' 
depends· upon further study of the specific effect of the new 
drugs on the dynamics of personality. 
14 I Bowes, H. A., "The Ataractic Drugs," American Jour-
nal of Psychiatry, vol. 113 (Dec., 1956), p. 530. 
15rbid, p. 530. 
I 
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CHAPTER IV 
ANALYSIS AND PRESENTATION OF DATA 
The data in this chapter are presented and analyzed 
on a group basis. The first section is devoted to a compar-
ison of the aggregate personal cha racteristics of the pa-
tients of each group. The second section surveys the aggre-
gate characteristics of the hospital contact of each group. 
The last section focuses on the current social situations 
and le vels of functioning of the patients in the two samples. ~ 
I 
Again, there a r e group comparisons. In each section, the 
factors presented and analyzed are discussed in their re-
lationship to the nature of Social Service. 
The total number of cases surveyed for this study was 
ninety-six. Although there were forty-eight admissions for 
neuropsychiatric purposes from January l, 1954, until March 
30, 1954, only forty were included in the sample because 
eight records were sent to other installations vlhen the pa-
tients were transferred. Of the sixty-four patients admitted 
for neuropsychiatric purposes from January l, 1956, until 
March 30, 1956, only fifty-six were available for the 1956 
The hospital load in the 
I 
1956 sample is 28.6 per eent higher than the hospital load in I 
sample for the reason stated above. 
the 1954 sample. The major increa se in the hospital load 
caused the case work of Social Service to increase propor-
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tionately and brought with it the problem of how the Social 
Service Staff could meet the increa se of the case load. Fur-
ther discussi on of this factor can be found in CHAPTER T on 
SOCIAL SERVICE. 
Personal Characteristics 
The factors which identify the personal character-
istics of the group include age, marital status, education, 
occupation, and compensation awards. 
The patienm' ages on admi ssion in the 1956 group 
range from twenty-two to sixty-seven, with a median age of 
thirty-four. The patients' ages in the 1954 group range 
from nineteen to sixty, with a median age of thirty-two. 
The me an age of the 1956 group is thirty-seven and eight/ 
tenths, the mean age of the 1954 group is thirty-five and 
two/tenths. Approximately two/thirds of the patients are 
in the lowe st one/third age range for both groups. The two 
groups are, therefore, quite similar in res pect to age. 
In the 1956 group, twenty-six patients are married, 
twenty-four are single, and six are divorced. In the 1954 
group there are fourteen married patients, t wenty-three 
single patients, and three divorced patients. In terms of 
per cent, a pproximately 46 per cent of the 1956 group are 
married, while in the 1954 group, only 35 per cent are mar-
ried. This percentage increase in mar r ied patients indicates 
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TABLE 1 
AGES OF ALL PATIENT S I NCLliit DED I N ST' DY AT TIME OF ADMI SS ION 
1954 Group 1956 Group 
Age No. Per cent No. Per cent 
i nder 25 6 15.0 7 12 .5 
25-29 5 12.5 9 16.1 
30-34 . 11 27.5 12 21.4 
35-39 4 10.0 10 17. 8 
40-44 5 12.5 4 7.1 
45-49 3 7.5 3 5.4 
50-54 1 2.5 2 3.6 
55-59 4 10.0 2 3.6 
60-64 1 2.5 6 10.7 
Over 64 0 o.o 1 1. 8 
Total 40 100.0 56 100.0 
that the patients in the 1956 group may have made better 
adjust ments to their life situations than those admitted in 
t he 1954 group. 
TABLE 2 
MARITAL STATUS 
I 
I' 
I 
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The fact that a greater per cent of patients a re mar-
ried in the 1956 sample would lead one to believe tha t, be-
cause of the higher probability of problems arising , Social 
Service in the 1956 sample would be called upon to help with 
family problems more often in 1956 than in 1954. 
The occupational classif ica tions which a re used for 
analysis are listed in Table 3. The class i f ication "profes-
sional" is used to me an a person who ha s had additional fo r-
mal training after g~aduation from college and who has acted 
in the capacity of his training--such as, a doctor or lawyer. 
The "semi-profes s ional" classif icati on actually includes only 
three occupations: restaurant owner, s a lesman, and chamber 
of commerce mana ger. The "skilled" classif ication i n cludes 
tra desmen and skill ed factory employees--such a s, printer, 
carpenter, toolmaker, and mason. The "semi-skilled" category 
includes those fact or y workers v-Those specif ic jobs we re men-
tioned--such as, grinder, inspector, lift operator, etc. 
Laborers, fa r m hands, a nd dishwashers are classified as 
unskilled. Students are not separa ted according to t h e l evel 
of education at which they were found, although most of these , 
were in some sort of higher learning courses, such as college 
or business school. Those who have never w9r k ed are consid-
ered to have no occupation. 
The t abulat i ons in Table 3 indica te that a slightly 
hi gher per cent of the patients of the 1956 s ample fall into 
J 
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TA BLE 3 
OCC PATI ONAL CLASSIFICATION 
Classifica tion 1954 Group 1956 Group 
of Occupation No . Per cent No . Per cent 
Professional 2 3.6 
Semi-professiona l 2 5.0 4 7.1 
Skilled 2 5.0 5 8.9 
Semi-skilled 14 35.0 15 26. 8 
1Jnskilled 16 40.0 18 32.2 
Student 1 2.5 5 8.9 
None 4 10.0 4 7.1 
nknown 1 2.5 _l 2 .Lt. 
Total 40 100.0 56 100.0 
the more skille~ and professional categories than do the pa-
tients of the 1954 sample. This suggests that perhaps those 
patients admitted to the hospital during the time segment of 
1956, had made better job and social adjustments before en-
tering than those who entered the hospital during the 1954 
time segment. 
A compilation of the educa tional status of the 1956 
group is incomplete because this information was not avail-
able in twelve of the r e cords examined. The information con- I 
cerning the educationa l ba ckgr ound of a patient is generally 
included in the anamnesis of the patient, but in eight cases 
II there was no anamnesis. In several cases there were no rel-
atives available to provide the information, and in the other 
cases, the illness was so obviously chronic and severe, that 
an anamnesis was not felt to be necessary or useful. In the 
other four cases, the information wa s simply omitted in the 
anamnesis. 
Educational Level 
Attained 
Grades completed 
6 or less 
7 to 9 
10 to 12 
Some college 
training 
College graduate 
TABLE 4 
EDUCATIONAL ACHI EVENENT 
1954 Group 
No. Per cent 
0 o.o 
17 42 .5 
15 37.5 
7 17.5 
0 o.o 
Professional traini ng 0 o.o 
nknown 1 2.2 
Total 40 100.0 
1956 Group 
No. Per cent 
5 tL9 
10 17.8 
23 41.1 
3 5.4 
1 1.8 
2 3.6 
12 21.4 
56 100 .0 
There do not seem to be any significant differences, 
which could be related to case work services in the educa-
tional backgrounds of the two groups. 
Compensation allowances were also studied to deter-
mine whether there was a changing pattern in the disability 
rating between the sample groups. Service connection is 
established when it can be proven that the pathologica l con-
dition which is present developed in the service or wa s 
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aggravated by the service and that the veteran was disabled 
within one or two years after discharge. • I Non-servlce connected 
pensions are granted to those whose conditions are adjudged to 
b~ permanently and totally disabling without reference to ser-
vice. 
Compensation 
100% 
Less than 100% 
No compensation 
No adjudication 
known 
Total 
TABLE 5 
CGr-'iPENSATION ALLOWANCES 
1954 Group 
No. Per cent No. 
21 52.5 10 
11 27.5 g 
7 17.5 26 
1 2.5 12 
40 100.0 56 
1956 Group 
Per cent 
17.8 
14.3 
46.5 
21.4 
100.0 
The table on compensation shows a great dif ference at 
the extremes. Fewer patients, 17.3 per cent, of the 1956 
sample in comparison to 52.5 per cent of the patients in the 
1 954 group were receiving 100 per cent compensation. A greaten 
per cent, 46.5 per cent of the 1956 sample compa red to only 
17.5 per cent of the patients in the 1954 group were receiving 
no compens a tion. These differences would appea r t o indica te 
an increa se in the percentage of l ess-severely-disable patients 
who sought treatment for nervous disorders. One could surmise 
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that, since medica l authorities now had a "pill" for mental 
disorders, those veterans who were only slightly disabled by 
mental illness were encouraged to seek help at the onset of 
the difficulty. 
Characteristics of Hospital Contact 
The characteristics of hospital contact which were 
surveyed and tabulated include commitment status, the number 
of previous admissions, the length of hospitalization, the 
length of contact with Social Service, and diagnosis. An 
analysis of these factors presents a clear picture of the 
type and severity of the illness with which the hospital and 
Social Servi ce a re conf ronted . It also provides a descrip-
tion of t he time element involved in the treatment and recov-
ery process. 
All patients who are admitted to the hospital h ave a 
legal status. There are four legal statuses . commonly used at 
this hospital. There is the "voluntary pa t i e nt" who enters 
t h e hospital of his own free will. He has a legal status 
under Chapter 123, Section eighty-six of the Massachusetts 
Gene r a l Laws. This s e ction a llows a pa tient to enter the 
hospit al voluntarily provi ding he can understand a nd sign an 
a gr eement with the hospital, stating that h e wi ll obey the 
rules of t he hospital and give a thre e-day notice before leav-
ing . 
The second legal sta tus concerns the "committed pa-
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tient,n who is considered incompetent and committed to the 
hospital through a legal hearing. The court hearing requires 
two medical doctors to render an opinion on the illness of 
the person under consideration, and to be present together 
with a judge of the court as provided for in Section fifty-
one (R.C. 51) Chapter 123 of the Massachusetts General Laws. 
Another legal status, more often used in the past 
than now, is provided for under Section seventy-seven (Obs. 
77). This allows a judge of t he court to commit a person to 
a mental institution for a forty-day observation period. If, 
at the end of the forty days, the patient is found to be psy-
chotic and in need of treatment, his observational status is 
changed to a regular commitment status (R.C. 77) through a 
court hearing as outlined above. 
Before the amendments in 1955, the use of Section 
eighty-six, on voluntary admis s ion, was quite restricted. 
Many patients were committed on observational status, and 
their competency was determined during this period. Now, be-
cause of the recent amendments, the admitting physician has 
greater flexibility in determining competence, and many more 
patients are allowed the use of the voluntary status when 
seeking treatment for their mental illness. 
It is at the discretion of the Director of Profes-
sional Services to decide upon discharge of a patient from 
the commitment status and from the rolls of the hospital. 
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If, on a tr i al visit , a patient has successfully adjusted to 
the co~nunity for one complete and uninterrupted year, it is 
mandatory for the Director of Profess ional Services to dis-
charge the patient - from the hospital and commitment status. 
TABLE 6 
COMJ:VIITIVIE NT STAT~ S 
Commitment 1954 Group 1956 Group 
Status No. Per cent No. Per cent 
R.C. 51 ll 27.5 Ht 32.1 
Obs. 77 l 1.8 
Vol. 56 10 25.0 37 66.1 
R.C. 77 l~ 47.5 
Total 40 100.0 56 100 .o 
It can be seen in Table 6 that therewas a greater 
per cent of patients in the 1956 group on voluntary status 
than in the 1954 group. This phenomenon was present because 
of the change in the commitment laws explained above. A pa-
tient who has been in the hospital on a voluntary basis can 
release himse l f wi thout using the traditional "trial visit" 
plan generally used for the committed patients. It is not 
generally the policy of Social Service to supervise the vol-
untary patients on a post-discha r ge basis. When a voluntary 
patient feels that he is in need of help after discharge, he 
is referred to the Regional Office in his area providing he 
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has a service-connected-disability rating vvhich entitles him 
to this service. The rating must be speciflically based on a 
nervous disorder. Non servi ce-connected disab i lities do not 
make veterans eligible for these services. If the Director 
of Professional Services feels that further help is needed for 
a non service-connected case, he may provide post-discharge 
supervision through the hospital Social Service. 
Previous hospital admissions have been recorded in 
all cases. 
Number of Previous 
Hospitalizations 
0 
1 
2 
3 
4 
5 
6 
Total 
TABLE 7 
PREVIO~ S ADMIS SIONS 
1954 Group 
No. Per cent 
6 15.0 
16 40.0 
<J 22.5 
-
4 10.0 
4 10.0 
1 2.2 
40 100.0 
1956 Group 
No. Per cent 
15 26~8 
20 35.7 
~ 16.1 
6 10.6 
3 5.1.;. 
3 5.4 
56 100 .0 
The larger per cent (26.8 per cent) of first admis-
sions in the 1956 group as compared to the first admissions 
of the 1954 sample (15 per cent) suggests that the increase 
in numbers of patients found in the 1956 sample are made up 
of pa tients seeking aid for the fi~st time. If the ratio of 
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patients seeking aid for the first time remains at the 1956 
level, because of the continued use of chemotherapy, and 
recognizing the fact that new experiences are often difficult 
for people, Social Service will need to consider this factor 
in planning its future program. 
The l ength of hospitalization is measured in three-
month segments, and since study does not proceed beyond one 
l year, there are four three-month categories. A fifth cate-
gory lumps together all of those patients remaining more than 
one year . The greater patient load and the shorter recovery 
period in the 1956 group is reflected sharply in Table t on 
Len gth of Hospitalizati'on. 
TABLE 8 
LENGTH OF HOSPITALIZATION 
Period of 1954 Group 1956 Group 
Hospitalization No. Per cent No. Per cent 
12 months or over 30 75.0 24 42.9 
9 to 11 months 2 5.0 
6 to 8 months 2 5.0 6 10.7 
3 to 5 months 1 2.5 5 ~L9 
2 months or less _5 12.5 21 37.5 
Total 40 100.0 56 100.0 
1957. 
1The final check was made shortly after March 30, 
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In the 1956 group there were twenty-six patients 
(37.3 per cent) who stayed for less than three months while 
in the 1954 group only five patients l12.5 per cent) stayed 
less than three months. On the other end of the scale, it 
is seen that there were only twenty-four patients (43 per 
cent) of the 1956 group who remained on hos pital rolls for 
longer than twelve months, while thirty patients (75 per cent) 
of the 1954 group remained for longer than twelve months. 
VJith patients in the 1956 sample leaving sooner, more beds 
were available for new patients who were seeking trea t ment. 
It has alHays been the policy of the hospital to ad-
mit those who are eligible on the basis of severity of ill-
ness, and the extra space was now available for those whose 
illnesses were not severe. Anot her result of the shortened 
hospital stay and increa sed pat i ent load was an intensifica-
tion of the work load of Soc i al Service, particularly in 
terms of admitting services. 
The length of active contact each patient had wi th 
Social Service was measured in the s ame time segments as were 
used in t he table for length of hospitalization. Many se-
verely handicapped patients were seen by Social Service ini-
tially for admission services; i.e. orientation . and anamnesis, 
and were then dropped from active status because of the in-
ability of the patient to benefit from further case work ser-
vice. IVIany of these patients remai ned in the hospita l for 
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more than a year wi thout further contact with Socia l Service. 
A few were referred back to Social Service, and act i ve con-
tact was resumed in preparation for discharge or trial visit. 
In these cases the se gments of time of a ctive contact with 
Social Service were added together, the pa tient being entered 
under the category which his tota l time indicated . 
TABLE 9 
LENGTH OF SOC IA L SERVICE CONTACT 
Length of 1954 Group 1956 Group 
Contact No. Per cent No. Per cent 
12 months or over t 20.0 t 14.3 
9 to 11 months 2 5.0 1 1. 8 
6 to 8 months 6 15.0 s 14.3 
3 to 5 months 12 30.0 11 19 .6 
Ender 3 months 12 30.0 26 46.5 
No contact 2 2·~ 
Total 40 100.0 56 100.0 
Table 9 shows that Social Service contact with t he 
g roup in 1956 weighed more heavily in the "under three months" 
categories than it did in a like time period wi th the 1954 
group. There were twenty-one patients in the 1956 group who 
were discha r ged within three months--automatically precluding 
further Social Service contact. Many of these patients were 
less seriously ill; all were on voluntary status; and because 
of their quicker and fuller recoveries, they were not seen 
by Social Service except for admission services. 
It can also be seen that, numerically, the casework 
load found in the longer contacts of the 1956 group was about 
equal to the 1954 group, although percentage-wise it was 
smaller. It is also interesti ng to note that 33 per cent of 
the patients remaining in the hospital over twelve months in 
the 1956 group were active with Social Service, while only 26 
per cent of the patients remaining in the hospital over twelve 
I 
months in the 1~54 group were active with Social Service. 
Another factor which the writer surveyed was the di-
agnosis2 of the individual patient's illness. All diagnostic 
categories used at the Northampton Veterans Administration 
Hospital and in this study concur with those found in the 
"Diagnostic and Statistical Manual of lviental Disorders. n3 
All disorders in the two samples with the exception of two 
neurological disorders (Chronic Brain Syndrome and Epileptic) 
were found to be functional. 
2A diagnosis measures and describes, according to 
standards, the gravity and nature of the mental illness. 
3American Psychiatric Association, Diagnostic and 
Statistical Manual of Mental Disorders. Prepared by the 
Committee on Nomenclature and Statistics of the American 
Psychiatric Association, Mental Hospital Service, Washing-
ton, D.c.: 1952. 
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TABLE 10 
DIAGNOSES OF PATIENTS' ILLNESSES 
Diagnostic 1954 Group 1956 Group 
Category No. Per cent No. Per cent 
Schizophrenia 29 72.5 23 41.1 
Psychotic 
depression 0 o.o 4 7.1 
Chronic Brain 
Syndrome 1 2.5 7 12.5 
Anxiety reaction 3 7.5 11 1,.6 
Alcoholism 1 2.5 6 10.7 
Miscellaneous 6 15.0 
_2. 8.9 
Total 40 100.0 56 100.0 
A change can be note d in Table 10 with respect to the 
percentage of patients dia gnosed as Schizophrenic. In the 
1956 sample 41 per cent of the patie nts are diagnosed as 
Schizophreni c as compared to 72 per cent in the 1954 group . 
The change in the numbers of patients diagnosed as Schizo-
phrenic was not great, for there are only six les s Schizo-
phrenics in the 1956 than there were in the 1954 group. The 
reason for the disproportionate change in percentage can be 
e xplained by the fact that the increa sed patient load of the 
1956 sample swelled diagnostic categories other than Schizo-
phrenia. The categories, "Alcoholism" and TTAnxiety Reaction" 
increased substantially in numbers. Again, in view of the 
fact that the total patient load of the 1956 sample had a 
40 
greater percenta ge of patients who were less disabled than 
the bulk of those patients admitted with the 1954 group, one 
could surmise that casework services would change to meet de-
mands of a different nature. 
A survey of the characteristics of hospitaliza tion in 
the 1956 sample indicates a change in the type of patient who 
sought hospitalization. It also indicates that the period of 
time required for recovery was shorter in many cases, leaving 
less time for Social Service to render its assistance. In 
t h e light of these changes it would seem that Social Service 
mi ght have to shift its approach and timing in administering 
casework services. A perusal of the current social situations 
of patients of e a ch group might indicate what changes will be ' 
necessary. 
Current Social Situation 
The current family situation and current level of 
functioning of a patient are of prime importance to the so-
cial worker. It is important that the worker understand the 
patient and his situation before he is able to formulate 
with the pa ti ent plans for the patient's release. Three fac-
tors are extremely pertinent to the patient's relea se: family 
attitude, family relationship (the role of the patient in the 
family), and the social competence of a patient. Another im-
portant factor in any planning with a patient is a realistic 
appraisal of his ability to provide for himself financially. 
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The writer has collected data in these areas for descriptive 
comparison on Section III of the schedule. 
In each anamnesis there v-1as an estimation of the 
family attitude tov.rards the patient and his illness. Sub-
sequent chan p; es i n these attitudes were noted in the record 
under progress not es. These nota tions of family attitude 
were used in t he tabulations if they were present. If there 
was no n ot ation found in the progress notes, the original 
sta tement on family attit ude f ound in the anamnesis was 
u s ed . In order to examine and evaluate these attitude s on 
a comparative level, the followi ng scale was used. 
Very positive attitude: The family has a strong positive 
a t titude toward patient and his \"felfare. The family 
is willing to go to great lengths to help t he patient 
return and adjust to the community. 
Positive attitude: The family has a positive ·att i tude to-
wards the patient and his welfare . I t will make mi nor 
adjustments to help the pati ent return and adjust to 
the community. 
nBorderlinefl between positive and nega t ive at t itude: The 
family has an accepting attitude towards the patient 
and his we lfare , but it is not willing to make any 
con certed effort to help the patient return to and 
adjust to the community. The family views the pati -
ent 's problems as l a r gely his own affair. 
Negative attitude: The family has a negative attitude to-
wards the patient and his we lfare. The membe rs are 
resistant to the pat i ent ' s plans to return to the com-
munity and will not assist in his return or adjustment 
to the community. 
Very negative attitude: The family has a strong ne gative 
attitude towards the patient . They make efforts to 
block the return of the patient to the community in 
s pite of the recommendation of the .Medical Staff of 
the hospital. 
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TABLE 11 
FAMILY ATTIT~ - DES TOWARDS PATIENTS 
Family 1954 Group 1956 Group 
Attitude No. Per cent No. Per cent 
Very positive 14 35.0 14 25.0 
Positive 20 50.0 23 41.1 
"Borderline" 1 2.5 12 21.4 
Negative 1 2.5 5 8.9 
Very negative 
__.1± 10.0 2 2·6 
Total 40 100.0 56 100.0 
The family attitudes in the 1954 group were mostly 
positive. Only 12.5 per cent of the patients surveyed had 
relatives who were negatively orientated. In the 1956 group 
there were seven, or 12.5 per cent, of the total group who 
had rela tives V'Tho were ne gatively orientat·ed. The large st 
difference in Table 11 appears in the "Borderline'' category. 
In the 1954 group only one patient or 2.5 per cent of the 
group had a family who held this borderline attitude towards 
the patient, but in the 1956 group twelve pa t i ents, or 21.4 
per cent, of the group had families with this attitude. It 
is felt by the writer that this is a reflection of a speeded 
rate of recovery, which was seen in the analysis of the hos-
pital contact. It takes time for the negative feelings which 
arise in the period before hospitalization and during hos-
pitalization to be worked out by those close to the patient. 
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If the period of hospitalization is short, the negative feel-
ing may still be present aft er the patient has recovered suf-
ficiently to consider leaving the hospital. The greater num-
ber of families in the 1<§156 group with so-called "borderline" 
attitudes constitute a real challenge to Social Service. Ef-
f ective programs might be developed to involve families sooner 
and to help them to a more positive attitude towards the pa-
tient. 
Another important environmental factor that must be 
considered carefully by Social Service is t he relationship 
which the pa tient has vdth his rela tives. The patient may 
be the head of a family, a member of a family, or have no fam-
ily. A husband and/or father is traditionally considered a 
member of a family when he lives with his parents or sibling. · 
The role in which a patient returns to the community can be 
a large determinant in his adjustment, especia l l y in terms of 
the demands which are placed u pon him after his hospitaliza-
tion has ended. The head of a family is traditionally ex-
pected to take on more responsibility than a family member. 
The role of Social Service as helper to the head of a family 
is often most important because the patient has no dependent 
relationships on vJhich he can lean. 
C.R.L., a thirty-two year old married veteran of 
World War II with a nonservice connected disability of 
$63.00/month, was diagnosed Anxiety Reaction, chronic, 
moderate. He was the father of one child. The patient 
stayed in the hospital for seven and one-half months 
with a "heart condit i on." Caseworker clarified the 
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patient's "heart condition" and hospitalization with 
wife and patient through individual interviews. Pati-
ent's wife was able to relieve patient of some familial 
responsibilities, and patient was discharged, Iviaximum 
Hospital Benefit. 
TABLE 12 
ROLE OF PATIENTS IN FAMILY 
Role of 1954 Group 1956 Group 
Patient No. Per cent No. Per cent 
Head of family 12 30.0 15 26. l! 
Iviemb er of family 28 70.0 36 63.3 
No family 
_2. e.9 
Total 40 100.0 56 100.0 
There were more married patients shown in Table 2 
than there are patients in the '~ead of Family" category in 
Table 12. At first glance it might seem that the compilation 
of data is erroneous. However, as the cases are examined in-
dividually, several cases are found in which a married patient 
had left his imoediate family though never having become le-
gally separated. These patients returned to the ca re of their 
parents or siblings and re-established a de pendent role in 
their familial relationships. 
There are no outstanding differences found in Table 
12. There is a slightly larger number of patients in the 
"Head of Family" cate gory and "No Family" category in the 
45 
1956 group than in the 1954 group. Thus a somewhat gre ater 
number of patients in the 1956 group were functioning on a 
l e ss de pendent level. 
More specifically oriented to the pat i ent's demon-
strated level of function i ng is the medic a l staff's estimate 
of the patient's competence. On the basis of its knowle dge 
of the patient, his illness, and his past performances, the 
staff judges ea ch patient on competence and enters its judg-
ment into the record. A "competent patientn is one who ca n 
function in the community without supervision, while an !fin-
competent patient" is one who is unable to carry out his adult 
role in the community without supervision. An est i mat e of 
competence is made at e a ch staff conference in ,,.Thich the pa-
tient is considered for some action related to his treat ment 
or discharge. In Table 13 below fina l sta ff opinion of com-
petence appea ring on record was recorded. 
Level of 
Functioning 
Competent 
Incompetent 
Total 
TABLE 13 
COMPETENCY RATINGS 
1954 Group 
No. Per cent 
9 22.5 
31 77.5 
40 100.0 
1956 Group 
No. Per cent 
22 39.3 
34 60.7 
56 100.0 
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The first signif icant difference that is a ' parent be-
tween the two groups i n Table 13 is in the number of patients 
who re a ched a level of competence before the year's time of 
t h e study had elapsed. In 1954, only nine patients (22.5 per 
cent) had recovered enough of their capabilities to be con-
sidered competent, while t\-tenty-two patients ( 39.3 per cent) 
in the 1956 group had reached this point of recovery in a 
similar period of time . This phenomenon would a ppear to be 
explained partly on the ba sis of the kind of patients who en-
tered the hospit a l during the 1956 admission s ample -- they 
seem to have been less disab led from the beginning -- and 
partly on the di rect impact of chemotherapy which facilitated 
recovery. 
Social Service records contain statements regarding 
the employability of ea ch patient. Some patients never lose 
their jobs because of hospitalization. Other patients secure 
employment on "Leave of Absencen or "Tria l Visit" basis. These 
patients are considered employed. Other patients are con-
sidered employable by the medical staff, and this judgment is 
noted in the record. Some patients are considered too inca -
pacitated to maintain employment and are considered unemploy-
able. This information is also noted in the r e cord. The em-
ployment status of the individual members in the s ample groups 
is su~narized in Table 14. 
Table 14 indice.tes that the employment, and employment 
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TABLE 14 
EMPLOY:tviEN T STATUS 
Employment 1954 Group 1956 Group 
Status No. Per cent No. Per cent 
Employed 2 5.0 14.3 
Employable 16 40.0 3~ 67.9 
Unemployable 22 55.0 10 17. ~ 
Total 40 100.0 56 100.0 
possibilities, of the 1956 group was greater than that of the 
1954 group. There were more patients who could work, but had 
no jobs in the 1956 group. Special help was required to find 
work for the individual patient and to assist him in adjust-
ing to it. 
Social Service acts in a supportive role while the 
patient is seeking employment through the hospital agency set 
up for this purpose. During the early months of the new em-
ployment experiences, Social Service's supportive role con-
tinues. With the shifting patient needs reflected in the 
greater employability of the patients in the 1956 group, it 
is reasonable to assume that Social Service would be called 
upon to shift the focus of its casework services to the new 
problems presented. 
The current family situations and levels of function-
ing of the patients of the two samples point up some differ-
ences which affect the na ture of casework services. More pa-
tients in the 1956 sample were functioning on a higher level 
than those in the 1954 group. They were less dependent upon 
others for daily supervision. There would appear to be more 
of a need for Social Service to deal with the negative feel-
ings of relatives, to support the patient while he sought gain-
ful employment and while he ad justed to the new job situa tion 
and also to help him take up a gain his f ormer responsibilities. 
Wherea s previously, the most pressing demand on Social Service 
had been for careful supervision of the more incapacitated pa-
tients who could function on a minimal level in a highly super-
vised situation. 
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CHAPTER V 
SOCIAL SERVICE 
In the fol l owing consideration of the assistance ren-
dered to patients in the sample groups by Social Service, the 
writer reviews those services which were discus8 ed briefly in 
Chapter II : the admission services, cont i nued services dur-
ing hospitalization, and post-hospitalization care. The ad-
mission services include anamneses, or int erim histories, and 
orientation interviews. Continued contacts a r e offered for 
the purpose of Trial Visit or Discharge preparation ~dth the 
patient and his relatives. Post-hospitalization care consists 
of supervision of the patient 's adjustment in the community 
on Trial Visit or upon discharge. Supervision after discharge 
may be carried out by a Veterans Administration Regional Of-
fice worker or by a worker from the hospital. The headings 
in the following t ables are self-explanatory provided that 
the terms found within them are interpreted in accordance witn 
the fol l owing concepts or definitions: 
Anamnesis--This is an historical re port t aken from 
the patient 's intere sted relatives r egarding the pa-
tient's illness, personality development, and fam-
ily constellation . If as is often the case, the 
worker finds that the relatives displ ay confusion 
and anxiety during the interview, the worker helps 
them overcome their anxieties. Sometimes when the 
relatives are too distraught to relate facts, it be-
comes neces sary to schedule further interviews in 
order to obtain the complete anamnesis. 
Orientation Interview--This is the first interview 
which the worker has \vith the patient. It is here 
that the patient can present any familial or economic 
problem which he may have as the result of h is hospital-
ization or the onset of his illness. The worker in addi-
tion, observes the patient, his reaction to the hospital-
i zat ion, his reaction to the worker and the patient's I 
attitude toward the community and his relatives. 
Trial Visit or Discharge Preparation--The worker attempts 
to cement a working relationshi p with t he patient and his 1 
fami l y in order to move tovmrd the goal of eventual re- 1 
turn to the community. I 
Trial Visit or Discharge Supervision--During the pat ient 's 
fir s t attempts of adjustment outside the hospital, he is 1 
visited at his home or pla.ce of livine; by the vmrker. 
The patient's adjustment or adjustment problems are dis-
cu ssed. The worker may, when appropriate, clarify for 
the patient some of his feelings, and he supports the 
p.:J. tient by helping him with environmental problems. The 
relatives are int e rviewed, and they are encouraged to 
discus s problems which have arisen in connection vri th 11 
the patient's presence. A formal report on the progress 1
1 of t he patient's a d justment is t hen ma de to the hospital 
staff b~ the caseworker. -
Trial Visit or Discharge Referral--The duties described 
under the heading "Trial Visit or Discharge Supervision," 
may be referre d to a Regional Office of the Veterans Ad-
ministration. This office sends out a worker to perform 1 
duties similar to those outlined above. He makes a formal. 
r eport by mail to the hospital. 1 
Leave of Absence Report--A pa tient may visit the commun-
ity for a period of less than thirty days on a leave-of-
absence basis. If this period is for lonse r than f our-
teen days, a visit to the home by the worker is usually 
made to evalua t e the adjustment in the home situation, 
and a report is made to the staff with recommendations 
for extension or future visits. 
Tb.e Table 15, which follov-rs, surn..11arizes t he Social 
Service activity in this area of admission services: anamne-
sis and orienta tion. 
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TAB LE 15 
ADMI SSION SERVICES 
Admi ssion 1954 Group 1956 Group 
Service No. Per cent No . Per cent 
Anamnesis 37 92.5 42 75.0 
No anamnesis _3 7.5 14 25.0 
Total 40 100.0 56 100.0 
Orientation 31 77-5 44 78.6 
No orientation 
_2 22.5 12 21.4 
Total 40 100.0 56 100.0 
ways Soci al Service has tried to adjust to this change be come s 
evident v-Jhen the percentages of Table 15 above are noted. Al-
though there were more anamneses and interim histories secured 
in the 1956 group ( 42) , the covera.ge was only 75 per cent of 11 
the to ta l sample. 
I 
The 1954 s e:unp le contains thirty-seven anam- jl 
n eses and interim histories, 92.5 per cent of t he t ota l group . 1 
Wherea s previously almost a 100 per cent cove r age of 
admissions was attained, by the 1956 pe riod the Social Service 
Staff had to become more selective in the administration of 
this initial service. The ca se of J.C . R. represents the type 
of chronic , severe illness in which t he caseworker judged that 
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furt he r detailed admission service was fruitless. 
J.C.R., a t wenty-three year old, single, male , veteran 
came to this hospital in 1956 on his second hospitaliza -
tion since his discharge from the service. He vvas d iag-
nosed Schizophrenic Reaction, Catatonic type, chronic 
severe. The patient had been attending school when his 
studies \'Tere interrupted by a severe psychotic episode. 
A Social Service worker was able to see the parents 
briefly on the day the patient was admitted. The worker 
also gathered meagre details of the episode which pre-
cipitated hospitalization. There 1..Jas no furth er contact 
by Social Service with this case. 
I 
I 
Social Service contact with the patient during hospit- ~ 
alizat i on is oriented to Trial Visit or Discharge. The worker 
offers the patient and his relatives a supportive relat ionship 
on whi ch they can rely while planning for the patient's return 
to the community. In some cases, a patient is not 1-vell enough 
to respond to this sort of help. His relationship with Social 
Service then becomes "inactive" until he is re-referred by the 
Me dical Service for Trial Visit ot Discharge Preparatioh. 
In many cases, however, the patient responds to a case-1 
worker 's assistance and is a ble to benefit from the relation-
ship. 
B.H.J., a twenty-four year old, single, male veteran was 
a laborer. He was diagnosed Schizophrenic Reaction , 
Schizoid affective type, chronic mode r ate and had a 50 
per cent service-connected disability rating . His par-
ents were alive but too involved with their own problerns 
to assist the veteran succes sfully. The pa tient came to 
the hospital for help and was seen on many occasions for 
short interviews by a membe r of the So cial Service Staff. 
The worker \'las able to reassure the veteran and he lp him 
to plan for his return to the community . He was dis-
charged "Maximum Hospital Benefit" at the end of t vm 
months. 
I 
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Table 16 presents those cases in which Trial Visit 
Preparation was inaugurated and summarizes the responses of 
patients in each of the samples. 
TABLE 16 
RESPONSE TO OFFERS OF CONTINtJED SERVICE 
Response 1954 Group 1956 Group 
No. Per cent No. Per cent 
Positive response 8 50.0 14 82.3 
No response 8 50.0 
__]_ 17.7 
Total 16 100.0 17 100.0 
Table 16 shows that a larger per cent of patients se-
lected for continued a s s istance in the 1956 sample were a ble 
to respond to these offers than in the 1954 sample. In 1956, 
fourteen of the seventeen cases either went on Trial Visit or 
were discha rged \'lithin t he year with the help of continued ser-' 
I 
• 
vice. In fact , e ight patients responded and were discharged 
within six months. Only 50 per cent of the pa tients in the 
1954 sample \.Vho were selected for continued assistance we re 
able to respond to the caseworker's help. Five of thesicases I 
went on Trial Visit within the y ear of the study. The o her I 
three cases were discha r ged. In most ca ses, of both samples, 
those pa tients who fail to respond were dropped from Social 
Service and remained inactive for the dura tion of t he study. 
I 
I 
II 
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In a few of these cases conta ct "\I'Ta s maintained vfi th the family I 
a nd discha r e e was eventua lly eff ected. 
When ;,.v-e examine the roles of the relatives in ea ch of 
the two samples in planning for discha r ge or Trial Visit, we 
find further evidence that more patients in the 1956 group 
than in the 1954 group were able to help themselves without 
outside as sistance. Table 17 presents the roles of the family 11 
during Trial Visit planning . 
TABLE 17 
ROLE OF THE FAMILY IN TRIAL VISIT PLANNING 
Role of 1954 Group 1956 Group 
Family No. Per cent No. Per cent 
None 3 30.0 13 86 .6 
:Active ;,.'Ji thout 
patient 2 20.0 1 6.7 
Active 1.vith 
pat ient _2. 50.0 1 6.7 
Total 10 100.0 15 100.0 
In 1954 the relatives were active in seven cases. In 
five of these cases , the patients were also active with the 
planning . In two of the cases the pa tients were too incapac-
it a ted to participate. The signif icance of relatives' cooper-1 
I 
ation is a pparent in the case of W.G. I 
W. G., a forty-four year old, retired army veteran with a 
pension , came to the hospital in 1954. He was diagnosed .: 
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Anxiety Reaction with Alcoholisn1. Social Service found 
the patient too defensive for help , but was able to help 
the patient's wife with her feelings about t he patient's 11 
illness through better understanding of the problem . 1 
She stopped a t Social Service regularly for interviews. I 
She was able to take the patient home and care f or him 
there afte r five months. 
In 1956, there was only one patient 1trho \"las unable to II 
par·ticipate in planning for his discharge or Trial Visi t , and 1 
in only two cases was the active involvement of a relative 
found. The implicat ion of the two previous t ables and their I 
sun~aries suggest that the use of continued assistance by the 
patients themselves has been facilit ated in the 1956 group. 
Another Social Service function is Trial Visit Super- 1 
vision and Leave of Absence Reports. Trial Visit Supervision I 
I 
is requested by the Director of Professional Services. Super-
vision can be done by a worker from the Regional Office or a 11 
worker from the hospital. In some instances a case vlith 
which Social Service has not been active is referred to the 
departmen t for Trial Visit Supervi sion or a Leave of Absence 
Report. More often, howe ver, the referral is that of a pa-
tient \"lith whom the de part ment is familiar. The ideal plan 
is for a hospital worker who knows the patient to continue 
the relationship through supervision of the pati ent in his 
initia l adjustment at home. This is not always possible be-
cause of the limits of travel and time . In cases such as 
these, the i"lOrk is referred to the Regional Office. 
'I 
Table 18 shows briefly how Trial Visit Supervision and 
I 
~ 
I 
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Leave of Absence Reports were handled in the two samples. 
TABLE lS 
TRIAL VISIT SUPERVISION AND 
LEAVE OF ABSENCE REPORT 
Worker 1954 Group 1956 Group 
Involved No. Per cent No. Per cent 
Hospital worker 4 40.0 3 27.3 
Hospital and regional 
o.o 18.2 office worker 0 2 
Regional office \vorker 6 60 . 0 6 54.5 
Total 10 100 . 0 ll 100.0 
Table 18 reveals a slight change in the 1956 sample. 
In two ca ses the supervision was begun by the hospital worke r 
and \•ras then referred to the Regional Office. (See the ex-
I' 
I 
I 
I 
I 
I 
ll 
I 
I 
ample of L. A. V. , below). There were no such ca ses in the 1954 
I 
group . 
L.A.V., a twenty-three year old, single, male , veteran 
was a student attending college when he suffered an a-
cute psychotic episode. He was diagnosed Schizophrenic 
Reaction , Catatonic type , chronic, severe and he was 
committed. He was given Tranquilizing Drugs and Insulin ! 
Shock Therapy. There i'l8.S no immediate response to trea t-
ment and Social Service closed the case after Admission 1 
Services were completed. Several months l ater, the pa-
tient was re-referred to Social Service by t he Medical 
Staff for Trial Visit Prepara tion. The patient was able 
to make u se of the caseworker's help and left on trial 
visit two mont hs after the referral. The caseworker 
visited the patient once and foun d that he was adjusting I 
adequately. Fur the r Trial Visit reports were secured 
through t h e regiona l of f ice. 
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It is interesting to study the above tables from the 
point of view of the number of patients who received further 
services in areas other than admission. ln Tabl~/ 16 the num-
bers of pa tients offered continued service ars ,about equal in 
e a ch sample. In Table 18 the numbers of cases who received 
some sort of post hospitalization service are about equal in 
each sample. Table 19 below represents all cases which re-
ceived a service or services in areas other than admis s ion, 
and also those cases which received no service or services 
beyond admis sion. 
TABLE 19 
SERVICES OTHER THAN ADMIS SION SERVICES 
Other 1954 Group 1956 Group 
Services No. Per cent No. Per cent 
Yes 23 57.5 25 44.6 
No 17 42.5 31 55.4 
Total 40 100.0 56 100.0 
It \vould seem at first glance that, by 1956, with over 
half of the pat ients receiving no social service beyond ad-
mission s ervi ce , the department had rea ched its maximum ope r-
ational limit; i.e. so many workers, a constant factor in the 
study, could help only so man y patients in a given period of 
time . However there is evidence of other factors in operat:bn.
1 
[ 
I 
TABLE 20 
LENGTH OF HOSPITALIZATION OF CASES RECEIVING 
NO CONTINUED SERVICE 
Length of 1954 Group 1956 Group 
Hospitalization No. Per cent No. Per cent 
12 months or over 14 89.0 15 48 . 4 
9 to 11 months 0 o.o 0 o.o 
6 to 3 months 0 o.o 1 3 . 2 
3 to 5 months 1 4 . 0 2 6 . 4 
Under 3 months 2 7.0 _n 42 . 0 
Total 17 100 . 0 31 100.0 
The writer has found tha t of the t hirty- one pat i ents 
in the 1956 sample, who received no continued further service,' 
42 per cent were discharged "ttlithin three months from the date. 
of admission. More specifically , eleven pa tients of this cat-
egory were discharged vlithin one month, and all eleven were 
considered to be competent and employable . L.A. \·J ., who wa s 
discha rged t hirty days from the date of his admission typified 
the sort of p cttient whose stay was brief . 
L.A.W. , a thirty-three year old , married, male, vet eran 
of VJorld War II , ,,ras a tool maker. He came to t he hos-
pital i n 1956 seeking help on a voluntary basis. It 
was his first hospital expe rience . He was diagnosed 
Anxiety Reaction , chronic, moderate and I'Ta s considered 
competent and employable. He was receivi ng compensation 
based on a 50 per cent service-connected disability rat-
ing. He vms able to fun ction independently a nd as the 
head of his family. He wa s given chemotherapy , and at 
the en d of thirty days, he di s cha r ged himself. Social 
Servi ce was ab le to see him f or one orient a tion inte r -
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view and an anamnesis was s e cured f rom the pa tient's 
wife . No furt her s ervice was rendered. 
The above example sho;·;s that in L.A. W. 's case t here 
was neither time nor need for the development of an intensive 1 
casework rel ationship duri ng hospitalization . It would have 
been a ppropriate for Social Service to discus s with the pa-
ti ent the pos s ibilitie s of se eking aid outside of the hos-
pital a t a community agency should he l p be needed to deal v1ith 
I 
similar stres sful situations v.Jhich caused the first hospital- 1 
ization . If the patient's respon s e to these suggesti ons were 
positive, a referral to the Re giona l Office or an Adult Men-
tal Health Clinic would be in order. 
Thus it may be concluded that, in all thr ee of the 
es sential services perfor med by Social Service at the North -
ampton Ve t erans Hospital , there was evidence of changes havin§ 
taken place be t we en the periods during which the 1954 and the 
1956 sample groups v.Je re processed . With the 1956 group , ad-
mission services were offe r ed on a more s e l ect ive basis. In 
the fie l d of servi ce during hospitaliza tion, 82.) pe r cent of 
I 
t he patients in the 1956 group who were offered cont inued serl 
vice, were able to r espond and lea ve the hospital, while only j 
50 per cent in the 1954 group were able t o do so. Finally , 
in the f ield of post-hospitalizatibn services, there s eemed 
no longer to be a ne ed for Social Servi ce to manipulate en-
vironmental surroundings and to structure a protective com-
munity setting in which a more disabled pati ent could func-
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tion. In short, there were more patients in the 1956 sample 
\vho were able to help themselves as \'Tell as more who were 
able to benefit from a ca sework relationship. 
By 1956 the increased caseload, both in admission ser-
vices and in continued services, had forced Social Service 
staff responsibilities to undergo some adjustment. The Ser-
vice relinquished some of i ts activities in other areas. For 1 
' ins tance, it becomes a pparent through a study of Table 15 
that Trial Visit and Discharge Supervis j_on by hospital workers 
I 
had been cut back slightly . This service is most time-con-
suming in that travel to and from the patient's home is in-
volved. In two cases in the 1956 sample, supervision wa s re-
linquished to the Regional Office during the Trial Visit. 
This was never found to be necessary with any of the cases in 
the 1954 sample. The shifting pattern of Trial Visit super-
vision is reflected in the cases of C.O.B. in 1954 and H.S.L. 
in 1956: 
C.O.B., a forty-six year old, single, male, veteran came 
to the hospital in 1954. He was diagnosed Schizophrenic 
Reaction, Catatonic type, chronic, moderate. He had a 
100 per cent s ervice connected disability r ating. Upon 1 
his remission, it was decided by the staff that he could 1 
benefit from a Family Care Program placement in view of 
the very negative attitude of his own family. After 
preparation by a Social Service worker, he wa s r eleased ' 
to a Family Care family on Trial Visit. The same worker 1 
closely supervised his adjustment 'kli th weekly visits 
early in th~ trial, tapering off to monthly visits. 
Eight months after his admissi on to the hospital the pa-
tient \vas discha r ged "IvJaxirnum Hospital Benefit ." 
H.S .L., a tv-renty-two year old, veteran had been hospit-
alized on two occasions since his di s cha r ge from the 
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service. In 1956 he came to the hospital and wa s diag- ' 
nosed Schizophrenic Reaction, Catatonic typ~ , chronic j 
severe, non-service conne cted disability. He was seen 
by Social Service in preparation f or Trial Visit and 
upon his rele ase on Trial Visit his case was referred 
to the Regional Office for further supervision. 
The summary of Chapte r IV (page 49) indicated that 
in the 1956 sample the patients and their ne eds differed 
somewhat from the patients and their ne eds of the 1954 group. 
Patients in the 1956 sample, being more self suff icient, can 
use support in helping th emselves while the patients in the 
1954 s an1ple, less self suff icient, need help in the mod i f ica- ' 
tion of their environment. In view of the data found in 
Chapter V, it is felt by the writer that the focus of Social 
Service has shifted to meet the changes in the needs of the 
1956 group. 
I 
~ 
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CHAPTER VI 
StnJliJiflRY AND CONCLUSIONS 
In the preceding chapters, the setting of the study, 
the Northampton Veterans Administra tion Hospital, has been 
described together with a brief outline of its organization 
and its functioning. The Social Service Department and its 
function have been considered in more detail. A brief out-
line of the scope, method, purpose, and limitations of the 
thesis has been presented, followed by a survey of the liter- I 
I 
ature on chemotherapy and its ef:::' ects on individual pat ients, 
on the hospital routine, and on the wor k of hospita l person-
nel . 
The main body of the thesis has been presented in two 1
1 
chapters---one dealing with the characteristics of the pa-
tients, their current social situations, and their hospital-
izations , and the other dealing specifically with the social 
service rendered. As patient differences became apparent, 
their poss ible eff ects on social service were noted. Again, 
in the "Social Servicestt chapter, service changes were dis -
cussed in the light of patient , hospitaliza tion, and therapy 
differences described in the earlier chapters . 
The purpose of the study was to survey two sa mples of 1 
patients at the Veterans Administrotion Hospital in Northamp-
ton, Massachusetts---one sample of patients admi t ·ted before 
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the advent of chemotherapy , the other sample admitt ed after 
t he advent of chemotherapy---to determine whether there were 
d ifferences in terms of the characteristics of the pat ients 
and their hospitalizations, and whether these differences 
were reflected in the nature of social service rendered the 
two groups. 
I 
II 
I 
In the chapter i-vhich dealt with the patients and the i lil 
hospital experiences, differences between the tvm sample 
groups of patients became readily ap ~)arent. There v.rere found l 
to be substantially more patients in the 1956 sample. How- ll 
ever, a greater percent age of the patients in the l S56 group 
were less severely disabled veterans, were undergoing their 
first hospitalization expe rience, were hospitalized for short I' 
periods, and were faced with gr eater respons ibilities upon I 
h . t th . t Th l . gh d . f ~ 1' t eJ.r return o e comrrrunl y. ere wa s as l t J. rerence, l 
II 
in favor of the 1956 group, in terms of occupational skill, 
indicating a somev1hat better economic adjustment. On the 
inter-personal level, there was a sli ghtly higher per cent 
of marria ge s among the 1956 sample, possibly indicating bet-
ter adjustment there. In a duition to these f indin .s·:s, the 
writ e r noted that a higher percentage of 1956 patients were 
included in those diagnostic categories which represent a 
less serious form of mental illness. Also , many more of the 
I 
1956 patients vvere hospitalized on a voluntary basis than had 1 
been the case in the 1954 sample. 
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When the date presented in Chapter V on "Social Ser-
vices n were reviewed, several ne1r1 emphases bearing on case-
work administra tion seemed t o come out of t he material . The 
first idea \'las that admission services had remained ess en-
tially the same, in nature, f or ea ch group , but there wa s 
evidence that, due to the increased case load , these ser-
vices had been rendered on a more discriminating basis in 
1956 . A new emphasis was even more clearly reflected from 
the data on continued services, i.e. Trial Visit and Dis-
charge Pre1)ara t ion. The response to the offer of caseworker 
rela tionship by the 1956 group was much greater than in the 
1954 sample. The conclusion that there were ma ny patients 
in the 1956 sam~i le who recovered suffi ciently to be able to 
help themselves, i.e. to formul ate and carry out their ovm 
discha r ge and post discha r ge pl ans, indicated the need for a 
shift in areas in which the efforts of Social Service were 
focused. There was an increase in the demand in 1956 for II 
services in the are a s offering ca sework relationships di- ~ 
rectly to t he patients. There wa s a corresponding decrease 
in t he demand in 1956 for case work services in the areas 
of environmental modification and prepara tion with relatives, 
such as f ound in 1954. 
The differences in the cha racteristics of hospitali-
zation which t he writer described in Chapter IV are at l east 
partly explained by that group of patients in the ttUnder 3 
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monthstt category in Table 20 on "Cases Receiving No Continued 
Service. 11 This group did not exist as a sizable enti ty in 
t he 1954 group. If the 1956 sample had not contained these 
patients vrho functioned on a much hi gher l evel and v-1ho v-rere 
released from the hospital sooner than any like group in the 
1954 sample, the t1..;o groups would have ap proximate d ea ch 
other much more closely in terms of characteristics and num-
bers. 
The fact that there , ..va s bed spa ce for these less dis-
abled pa tients can be accounted for by the fact tha t most pa-
tients were moving more quickly throue;h their hospitaliza -
tions. It is possible to hypothe size that the tot a l patient 
increase 11as due not only to the fact that more beds were 
ava ilaole, but also to the fact that the reputa tion of chemo-
therapy had spread. Patients who vrere more alert but who 
felt in need of some relief were encourageci. to seek hospital-
ization because they had heard that doctors now had a npilln 
for emotional disorder treatment. Also, due to the change in 
commitiTB nt laws many pat ients may have f elt that there wa s 
less likelihood of their being held at the hospital a gainst 
their wi lls than t here ha d been in the past. Both of these II 
factors undoubtedly opera ted for change in the characteristic j
1 
I 
veteran who sought hospital ization in 1956. 
The limitations of the study, discuss ed in the intro-
duction, make it impos s ible for any general conclu sions to be 
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drawn from the findings. Any conclusions that are made, can 
and should be applied only to the particular groups of pati-
ents in the s amples. And even in a pplying conclusions to the 
sample cases, there must be a further qualification. There 
is an inherent limitation imposed on the study by the short- II 
ness of time over which the study was made. Therefore, it is 
not within the scope of the study to be able to reveal how 
real these "recoveries" were, or whether the basis for post-
hospitalizat :L on "i'Tas of such a nature that there would be no I
I 
relapses nor rehospitalizations. 
In many cases the social worker vla s unaf.:· le to offer 
his help because of the spped with which the patient passed 
through his hospital experience. On the surface it appeared 
II that the patient did not require the support of an interested 1 
party, but this rna)' not have been the case with some of the 
patients. Unless the Social Services program is geared to 
offer in~ediate and intensive service, both to the patient 
and to the rela tives, the supportive need cannot be ascertain-
ed. It may be that a future study would reveal that more 
intense admission services and speedier continued services 
would do much to prevent re-hospitalizations and to educate 
t h e relati ves with an understanding of mental illness on a 
realistic level. Also it may deve l op that a ca sework rela-
tionship may be of value even for patients who appear, at 
the time of disch a r ge, to be able to assume full resuonsibil-
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ity for themselves. There may be a need for the caseworke r 
in the future for consultation by t he patient or by t he rel-
atives before such time a s community adjustment deteriorate s 
to the point where rehospitalization shall be necessa ry. 
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Schedule 
I. Personal Characteristics . Initials: Re g . No .: 
1. A'"" e _, on Admi s sion : • 
2. Iviarital Status: 
3. Dates of Service: 
~- . Occupation: 
5. Education : • 
6. Previous Admi ss ions; No . of: 
7 . Diagnosis: 
8 . Comm i tme nt Status: 
9 . Cor.1pensation Av.;-ard : 
II. Characteri stics of Agency Contact . 
1. Date of Admi s .:; i on ~ 
2. Date of Discha r p:e : 
3. Date of Referral to Social Service : 
4. Date of Discha r r:;e from Social Service: 
5. No . of Referrals t,o Social Servic e : 
6. Lenght of Hosp i ta l Cont act: 
?. Length of Cont a ct with Social Service: 
Treatment Inaugurated: • 
9. Staffings: 
a . Diagnost ic : ____________ _ 
b . Dispos i t i on : __________ __ 
c. Rehabilit a tion: 
-----
( 2 ) 
III. Fanily and Situational Characteristics. 
1. Family relationships: 
a. Role i n family: 
Head of Family ) , Dependent Ivlember ( ) • 
b . Family intere st in patient : 
Very Positive ( ), Positive 
Nega t i ve ( ), Very Ne gative 
) , Borderline ( ) , 
) . 
2. Economic capacity: 
Emp loyed ( ) , Employable ( ) , -nemployable ( ) • 
3. Staff assesment of Competency : 
Competent ( ), Incompetent ( ). 
I V. Service Rendered b y Social Service. 
1. Anamnesis : • 
-----
2 . Orient ation I nterview: 
-----
3. Therapy Interviews with Pa tient: 
No. 
----
Purpose 
-----
4. Interviews with Relatives: 
No. 
----
Purpose • 
-----
5. Trial Visit Supervision: 
------------
6. Family Care Supervision : _____________ • 
7. Leave of Absence Reports: __________ • 
8. Post Discharge Supervision: _____ _ 
9. Referral to Regiona l Office for Supervision: 
----
Trial Visit : • 
-----------
Post Discharge: _____ __ 
Leave of Absence: 
------
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